Abstract Laparoscopic repair of duodenal ulcer perforation has certain advantages over open repair. However, the conversion rate to open surgery is still high. The most common reason for conversion is inadequate localization of the ulcer perforation site during laparoscopy. Here, a technique is described which will aid in localizing the perforation, make suturing and repair easier, and helps in checking the integrity of the repair at the end of the procedure. This is done by compressing the gall bladder with an instrument like a laparoscopic fan retractor and simultaneously depressing the first part of the duodenum with another instrument. This results in bile flowing out through the perforation and simultaneously depressing the duodenum downward, making it more easily visible and making identification easier. Suturing is easier due to the liver also getting retracted simultaneously and more space being available consequently. Integrity of the anastomoses is also easily ascertained by this maneuver.
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Keywords Laparoscopy . Duodenal ulcer . Repair . Localization Laparoscopic repair of duodenal ulcer perforation is now an accepted modality of treatment with the advantage of decreased septic abdominal complications as compared to open surgery. This is in addition to the usual advantages of a laparoscopic approach like reduced size of abdominal wound, less postoperative pain, less postoperative ileus, and decreased chance of adhesive obstruction. Moreover, laparoscopic repair is a better option for patients who are elderly and those with cardiopulmonary comorbidities [1] .
However, the conversion rate for a laparoscopic approach is as high as 18 % [2] . The most common risk factor for conversion is inadequate localization of the ulcer [3] . This leads to patient not having the benefits of a laparoscopic repair. On diagnostic laparoscopy in cases of perforation peritonitis, sometimes even after adequate lavage, it may be difficult to localize the site of perforation as shown in Fig. 1 . The common differential diagnoses sites are duodenum, stomach, ileum, jejunum, and appendicular and sigmoid diverticular perforation. This difficulty is compounded by inflammatory adhesions.
A simple technique to identify a duodenal ulcer perforation in such cases is to apply pressure on the gall bladder by compressing it with an instrument like a laparoscopic fan retractor and simultaneously depressing the first part of the duodenum (D1). This leads to the flow of bile through the ampulla into the duodenum and leaks out into the peritoneal cavity, thus making identification of the perforation easy. Visibility is improved by depression of D1; this is shown in Fig. 2 . Even in a rare posterior perforated duodenal ulcer, which is notoriously difficult to localize, this maneuver makes localization of the affected quadrant easy. There are two additional advantages for this maneuver. Using the fan retractor to retract the gall bladder and liver upward provides more space and, consequently, makes laparoscopic suturing easy. Also, this maneuver of compressing the gallbladder is helpful at the end of the repair to test the integrity of the repair. Personal experience with this technique for the last 3 years has allowed visualization of the perforation in nine cases where the perforation was not readily apparent on diagnostic laparoscopy. Difficulty in visualization usually occurred in small perforations and when surgery is delayed beyond 24 h due to late presentation. This technique is less cumbersome and more easily done than other practices like instilling methylene blue or large quantity of air in the stomach after instillation of normal saline. Methylene blue instillation requires a large quantity of dye to be placed in the stomach to fill it with later unpleasant staining of tissues and the chance of toxicity when large amounts are used, as in testing for perforation [4] .
Medical eponyms are practical, aid in memorizing, and are the equivalent of "medical shorthand." In concurrence with the current recommendations, a nonpossessive eponym of Philip maneuver is suggested for this technique [5] . 
